and salt-water intake and on avoiding smoking and excessive alcohol consumption, analysing the individual functional capacity, possibly by administering a cardiopulmonary test or any other test able to set a starting point for secondary prevention and effective 'cardiac rehabilitation'. 3 However, we all know that heart failure patients are far from receiving all they need: for instance, across European countries there is great variability in the access to diagnostic and therapeutic tools, with regard to initiation and titration of life sparing drugs, cardiac resynchronization therapy and cardioverterdefibrillator implant. 4 Further, as reminded by distinguished colleague and friend Alain Cohen-Solal 5 in the French health system, one of the most advanced systems in Europe and worldwide, '. . .rehabilitation is offered to a small number of patients: less than 30% in post myocardial infarction, less than 10% in heart failure. . .'.
6-8 Does this mean that there are not enough tireless, perfect, good, or even normal cardiologists on the ground?
We, too, do think, as Cohen-Solal recites in his position paper, that 'ambulatory cardiac rehabilitation facilities should be present in every cardiology department', and we have a few things to add to his syllogisms, about the need to consider and implement this true non-pharmacologic treatment even for those patients perceived at a higher risk, who should not be denied exercise training. 9 There are several 'bottlenecks', at system strategy level (prevention versus disease care), hospital level (logistics), Cardiology Unit organization and human resources disposal (physician/nurses/physiotherapists) level, which diminish the access to training/ rehabilitation process, and several are reported by Cohen-Solal and in recent mises a`point on coronary patients. 10, 11 In order to go beyond these limits, perhaps a paradigm we must accept is that, to paraphrase the CohenSolal title, '. . .cardiac rehabilitation -need -should be present in every cardiologist's mind' for each heart failure patient. You will never propose anything you are not convinced is good and feasible for your patients. But if you, who is reading these lines, are the tireless cardiologist searching for perfection in your medical engagement needed by your patient, you will find it natural to explain that an initial small effort will increase his/her exercise tolerance and health-related quality of life, reduce hospitalization and increase life expectancy.
A complementary view to the need for dedicated ambulatory settings is the efficacy of home-based training programmes, supervised by a physiotherapist, designed to facilitate an out-of-hospital aerobic activity, guided by the first cardiopulmonary test results, checked at fixed time intervals (e.g. 1, 3, 6, 12, 24. . .months after the initiation of the programme) controlled and 'tuned' by the cardiologist.
This approach, which has been proven feasible and effective, 12 would, ideally, work life-long, truly rehabilitating the patient's body and mind.
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